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A  53-year-old  woman  was  hospitalised  for  an  assessment  of  monoarthritis  of  the  left  wrist.
Among  the  antecedents,  tubercular  meningitis  was  treated  in  1988  with  the  insertion  of  a
ventriculoperitoneal  shunt.  The  clinical  examination  revealed  necrotic  pulp  of  the  3rd  row
of  the  left  hand,  and  sensory  disorders  (dysesthesia  and  hypoesthesia)  of  the  left  hand.  An
EMG  found  a  conduction  block  of  the  left  median  and  cubital  nerves  crossing  the  wrist  and
signs  of  nerve  root  at  C7-C8  on  the  left  and  C8  on  the  right.
The  X-rays  revealed  an  inﬁltration  of  the  soft  parts  of  the  left  wrist  without  signiﬁcant
bone  destruction  (Fig.  1a).  An  MRI  of  the  hands  and  wrists  found  bilateral  damage  with
inferior  radioulnar  articular  synovitis,  left  radiocarpal,  MCP  and  predominant  PIP  exten-
sively  on  the  left  and  tenosynovitis  of  almost  all  of  the  tendons  of  the  palmar  and  dorsal
sides  (Fig.  1c,  d).  An  echo-guided  articular  puncture  did  not  ﬁnd  any  signs  of  sepsis  (no  pyo-
genes  or  mycobacteria),  a  slightly  inﬂammatory  haemorrhagic  ﬂuid,  without  microcristals.
On  the  biological  level,  a  moderate  inﬂammatory  syndrome,  a  rheumatoid  factor  and  neg-
ative  anti-CCP  antibodies,  slightly  positive  ANA  at  200  and  positive  anti-SSa  positive  at
116  were  noted.  The  rest  of  the  assessment  did  not  reveal  anything  speciﬁc.  A  diagnosis
of  chronic  inﬂammatory  rheumatism  such  as  Sjögren’s  syndrome  was  raised,  with  possible
super-infection  of  the  left  wrist.  Complementary  surgical  biopsies  of  the  synovials  were
carried  out,  without  any  germ  found,  with  a  slightly  inﬂammatory  appearance  of  the  syno-
vial.  Four  months  later,  her  left  shoulder  was  red,  mildly  painful  and  she  suffered  from
moderate  functional  disability.  The  puncture  of  the  articular  ﬂuid  found  a haemorrhagic
ﬂuid,  without  microcrystals  and  few  nucleated  elements.  All  of  the  samples  were  sterile.
Control  X-rays  of  the  left  wrist  (Fig.  1b)  revealed  a  shock  of  the  carpus  with  destruction
and  dislocation  of  the  bones  of  the  ﬁrst  row.  Front  X-rays  of  both  shoulders  were  taken
(Fig.  2).
∗ Corresponding author.
E-mail address: julie.mortamais@voila.fr (J. Mortamais).
211-5684/$ — see front matter © 2012 Published by Elsevier Masson SAS on behalf of the Éditions françaises de radiologie.
ttp://dx.doi.org/10.1016/j.diii.2012.05.015
A  highly  damaged  shoulder  127
Figure 1. a: frontal view of the hands and wrists; b: control frontal view at month 4 of the hands and wrists; c: MRI of both hands coronal
T1; d: MRI of both hands coronal T1 with fat saturation (Fat Sat) after injection of gadolinium.
Figure 2. Comparative frontal view of both shoulders 6 months
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concerning  this  article.hat is your diagnosis?
fter  reading  the  case  report,  what  diagnosis  would  you
hoose  from  the  following  proposals:
chronic  autoimmune  arthritis  (chronic  inﬂammatory
rheumatism);
infectious  tubercular  arthritis;
neuropathic  arthropathy;
microcrystalline  arthropathy.
